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Not too many years ago the mental hospital was viewed as a
"house of bedlam." Recent years, however, have seen much progress
in the treatment of the psychiatric patient as well as in the at¬
titude of society toward its mentally ill. Hospitalization is no
longer thought to be the end product, simply a custodial setting
for persons whose mental states have permanently incapacitated them
from effective functioning in the coranunity, but rather to be a tem¬
porary shelter and protection whereby they can receive specialized
psychiatric treatment during the acute phase of the illness. This
new philosophy is based upon the concept that while emotionally dis¬
turbed persons do e:q)erience many real limitations that render them
temporarily ineffective, they also have claim to certain positive
strengths within themselves and their total life situations which can
be used to restore them to useful roles in the community.
Since these individuals come to the hospital from the community,
the hospital has a responsibility and obligation to prepare them for
an eventual return to the coniminity. Therefore, realistic and meaning¬
ful hospital treatment must be planned with this ultimate goal in mind.
1
2
both from the point of view of providing the individual patient with
the proper motivation to accomplish this and retaining the comnianit7»s
interest and help to facilitate its inqplementation*
Many patients who have reached the point wherein return to the
community is feasible, or have demonstrated that they are no longer
in need of the structured environment of the hospital, for a variety
of reasons may have no homes to which they can go» A return home for
others would mean a return to the stresses of an environment that made
the initial hospitalization necessary and this, of course, would negate
any possibility of their re-establishing themselves. What, then, is
available for the convalescent mental patient who finds himself in these
circumstances? One possible answer to this question is family care.
Among the many after-care programmes that are directed toward
the reassimilation of the mentally ill into the community, family care
is one of the oldest, having originated in Gheel, Belgium during the
Middle Ages, and one of the most rapidly growing.^ Family care of the
mentally ill has been operative in this country for many years. There
is mention of such care in an Annual Report of the State Lunatic Asylum
at Utica, New Tor^ as early as l85l. However, this endeavor was ap¬
parently unsuccessful and led to no further developments. This was in
part due to the opposition voiced by many asylxim superintendents who
felt that such a system would allow for neglect and misunderstanding
since charge of the patients would be placed in the hands of untrained
1Jeanne M. Qlovannoni, Leonard P. Ullmann, "Characteristics of
Family Care Homes," The International Journal of Social Psychology,
VII (November, 196l)~p72^.
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lay persons. In spite of this opposition, Massachusetts in l885» re¬
lying upon the experience of the Scotch system, was the first American
state to establish a program of family care. Two patients were suc¬
cessfully boarded out here and the program subsequently gained impetus
and later expanded to include other such states as New York, Califomis,
Rhode Island and Illinois.^ In the twenty years from 188$ to 190^ all
placements into family care homes were made under the Massachusetts
State Board of Health Lunacy and Charity.^
Seemingly, the prevailing philosophy underlying the early be¬
ginnings of family care was that of providing inexpensive custodial
care for those patients deemed incurable. In 1907 the objective of
the family care program was stated as a means of giving:
•.,to a selected number of patients in asylums,
who no longer need the confinement of institutional
life, a more natural and domestic life by boarding
them out in families under state supervision, and at
the same time to relieve hospitals of overcrowding,
allowing more room for the treatment of cases more
susceptible to cure and inprovement,^
Gradually thinking broadened to include within the merits of
the program the therapeutic value that it allowed the individual patient.
^Horatio Poliak, "A Brief History of Family Care of Mental Patients
in America," American Journal of Psychiatry, 102 (November, 19ii5)»
PP. 351-353.
3h. B, Molholm and W. E, Barton, "Family Care, A Community Re¬
source in the Rehabilitation of Mental Patients," American Journal
of Psychiatry, 98 (September, 19hX), p. 33.
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And in the early decades of the twentieth century there appeared in
the literature statements that indicated that family care of the
mentally ill was beginning to be conceptualized as a program that not
only provided a means of inexpensive patient care, but at the same
time it provided many patients with an avenue to recovery* It was
seen also as a program that led to the creation of a tolerance for
the mentally ill on the part of the general community, one that en¬
abled the patient to make a more gradual and therefore more effective
transition from the hospital to community, and finally it seemed to
have had a noticeable affect upon reducing readmissions to
institutions*^
Drs* Charles E. Thompsons and Horatio Poliak, writing on family
care in 193Uj presented a philosophy that most closely approximates
present day thinking!
•••it provides homes for those who for sufficient
reasons cannot be returned to their former homes* It
offers a beneficial change in environment to many pa¬
tients. It is the natural step between hospital and
parole* In some cases it may assist in a quicker social
read;justment, offering as it does a change of individual
adjustment*”
Family care, or foster home placement, for the purposes of this
study will refer to the placing of convalescent mental patients, who
remain under the supervision of the hospital from which they are re¬
leased on trial visit status, into homes other than their own* Family
care placaaent is utilized as a therapeutic measure and is a part of
5Pollak, op* clt«, pp* 351^-55*
Poliak, op* cit., p* 355.
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the continued treatment phase of the hospital treatment program* As
a therapeutic device it is directed toward hastening the recovery and
rehabilitation of the patient, sustaining and building upon the gains
that he has accomplished during hospitalization and providing him with
a period of transition from hospital to community# TShile in foster
home placement the patient is functioning within and is a part of the
community# However, such a placement may be considered as a phase of
continued treatment that is directed toward preparing him for indepen¬
dent life in the community since he continues to receive supervision
from the hospital and is, therefore in a transitional phase# Place¬
ment is an intermediary step or last step for patients who are con¬
sidered able to live outside the hospital but are not adequate or
ready for complete independence#
The area of the transition of the mental patient from the hospi¬
tal to community and the difficulties that accompany separation from
the hospital is an Important one for social work practice* Since the
rehabilitation of the mentally ill is a social problem, it would pro¬
perly follow that the social worker should be called upon to assume
a major role as the helping person in the situation* He views that
patient within the context of his total social situation and because
of this,has the appropriate tools and skills to aid in his rehabili¬
tation* He further recognizes that if community placement is to be
effective it cannot be arbitrarily carried out but it must be per¬
formed in the light of a dynamic understanding of the patient and his
total environment* One of the basic considerations involved is that
the patient will profit from the experience and will be subsequently
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able to function independently of the hospital,^ Family care prepa¬
ration is one method of treatment that is based upon a systematic ap«*
proach to readying the patient for life outside of the hosptial*
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As a part of its Community Eesidence Program the Veterans Ad¬
ministration has instituted Pre-Community Residence Units in several
of its neuropsychiatric hospitals as a means of preparing the patient
for foster home living and of facilitating adjustment once he has been
released to the home* The program of placing improved psychiatric
patients into foster homes was formally established in the Veterans
Administration in 1951* The number of such placements has grown from
185 in the first year to over five thousand in 1962#^ Pre-Community
Residence Units evolved as a treatment modality which intended to aid
adjustment in the foster home by engaging the patient in a period of
preparation for family living*
Pre-Community Residence Units are small ward situations that
are set aside from the regular treatment wards of the hospital and are
complete with staff and facilities* A selected number of patients^
^Louis Leveen, David Priver, «A Rehabilitation Center for the
Discharged Mental Hospital Patient,". Social Casework, UO (Decoaber,
1958), p. 359.
O
“"Community Residence Program" is the administrative title that
encompasses the total program of fogter home placement includes
the Pre-Community Residence Unit, patients leaving for homes outside
of the Unit, sponsors, the foster homes and hospital staff involved
with the program*
9
VA Field Station Summary, June, 1963, p* 62*
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candidates for foster homes, are placed in these wards where they re¬
ceive treatment in a permissive home-like atmosphere and participate
in activities that are geared toward ultimate foster home placement*
These Units provide the prospective foster home patient with a con¬
structive learning eaqjerience through the creation of a group living
situation that resembles as closely as possible that to be found in the
foster home*
This study is concerned with the Pre-Community Residence Unit as
it exists at the Veterans Administration Hospital in Uontrose, New York*
The Unit was originally established in 1959 as a treatment program that
was to be Tinder the direction of Social Work Service* Since that time
the Unit has undergone many changes, developed new facilities, new
patient programs and treatment approaches*
The Pre-Community Residence Unit is located in Building 7, is a
part of the Continued Treatment Service of the hospital and has been
designated as Ward 7-E* It is a twelve bed ward that is characterized
by a non-institutional physical set-up and is complete with the fol-
loiring recreational and utilitarian facilities:
(1) Kitchenette with sink, refrigerator, electric
hotplate, dining table, chairs and cabinets*
(2) Reading and letter writing room with sofa, easy
chair and desk*
(3) Hobby shop irith household tools, and materials
for projects that patients may be able to en¬
gage themselves in the home, i* e,, painting,
repairing fTimiture, carpentry projects, etc*
(U) Day room equipped with living room furniture,
television set, various game tables, books and
games* This room is also utilized for groTip
meetings* Future plans are to equip it for use
as a dining area*
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(5) Bathroom equipped with two wash stands, toilet
and showers. Plans are being evaluated for the
Installation of a bathtub.
(6) Bedrooms equipped with two beds, two lockers,
and two night stands for two patients.
The Unit functions under Social Work Service supervision, the
Chief of Social Work Service having been designated by the Chief of
Staff as having administrative responsibility. This responsibility
has been delegated to the supervisor of the Community Residence Pro¬
gram. Among his many duties the supervisor of the program is re¬
sponsible for program development, direction and evaluation of the
patient's preparation and/or readiness for foster home placement,
for ensuring interdepartmental coordination and cooperation and for
rendering direct services to patients individually and in the group.
Other members of the treatment team are: the Chief of Con¬
tinued Treatment Service and the staff physician who provide medical
supervision for all patients; Nursing Service provides professional
nursing supervision in addition to two full-time nursing assistants
(both female) who provide day and night coverage to the Unit and serve
as parent substitutes; Physical Medicine and Rehabilitation Service
for occupational and other therapies; Psychology Service both clinical
and counseling psychologists are utilized for psychological testing
and vocational counseling. The Unit also makes use of volunteers who
are actively involved with the patient and patient activities. Often
they serve as con?)anion therapists and involve the patients in hospi¬
tal as well as community activities.
The patient who comes to the Pre-Community Residence Unit is
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considered to be the problem patient. A prerequisite for placement
in the Unit is that the patient has demonstrated some behavioral prob¬
lem that woTild act as a detriment to his adjustment in the foster home
were he to be placed directly from the regular ward situation. The
types of problems manifested by patients coming to the Unit vary from
those that are primarily motivational in nature, ambivalence and in-
decisiveness about leaving the hospital, assaultive behavior, thinking
disorders to solitary and antisocial behavior# The Unit focuses upon
the constructive activities of daily living, inclusive of factors such
as personal hygiene, eating habits, the sharing of experiences, and
encouraging resocialization by a focusing upon interpersonal
relationships.
Patient activities in the Unit are centered around preparing
the candidate for life in the community. This is approached partly
by providing the patient with realistic PMR assignments and leisure
time activities and by developing activities and interests that can be
duplicated outside of the hospital. All activities are, therefore,
individualized with en^ihasis upon what each patient could participate in the
foster home setting that is thou^t will be most suitable for him.
The Unit seeks to resolve what has come to be called "institutionali¬
zation”, which refers to the patient who has developed a dependence
upon the hospital and retains fears and anxieties associated with dis¬
charge, by initiating self-reliance and personal responsibility. It
provides a careful and meaningful matching of the individual patient
with the foster home and sponsor. Finally, it provides intensive and
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individualized introduction to living outside of the hospital in a
foster home. All of the above are directed toward a reduction in
retum rate to the hospital and diminished inter—home transfers*
The hospital presently uses more than forty-two foster homes
located in the five counties surrounding it. The homes are located
in urban, suburban and rural areas and vary in size from the large
group home to the home that houses the individual patient. Each pa¬
tient is considered for and placed in the home in which it is thought
he will be able to make the most favorable adjustment, While in the
foster home the patient has more responsibility than he had at the
hospital as an open ward patient in that he is able to manage his own
activities more fully. However, other things are e:q)ected of him as
would be in the usual family situation. For instance, he is expected
to keep reasonable regular hours, be on time for meals, maintain
personal cleanliness, share in household tasks, maintain at least a
minimal amount of social participation and conform to other behavioral
expectations of the foster home sponsor and the general community.
Generally, the foster home is not operated under a rigid set of rules
and regulations and a maximum amount of flexibility is maintained. The
patient is considered to be a member of the family and is free to uti¬
lize the facilities in the home and to entertain his family or other
lOjjaterial related to the Pre-Community Residence Unit was ob¬
tained from p?. John Sheedy, supervisor of the Community Residence
Program, Montrose VA Hospital, and from observation of the Unit and
its activities.
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guests. He is provided with his own room, usually a double room, with
pleasant and comfortable surrotindings. The cost of foster home expense
is the patient's responsibility and is usually paid for from his mili¬
tary compensation or pension. The rate of payment is in accord with
the prevailing community rates for room, board and laundry and would
include any other special services provided for the veteran.
The hospital expects that the home meet certain physical re¬
quirements before it can be considered acceptable for the placement
of patients there. These would be such things as the general facili¬
ties and accomnodations, adequate standards of health and safety, its
location, transportation resources and the community resources that will
be available to the patient.
The title of "sponsor" is given to the individual or individuals
who own and operate the home. Sponsors function in the very important
role of parent substitutes. The sponsor may be a man and his wife, a
woman alone or any other variety of family situations. They are from
different occupational fields and backgrounds, races and religions.
They are carefully selected by the hospital in terms of such things
as their motivation for wanting patients placed in their homes, at¬
titudes toward the program, mental patients, mental illness in general
and the nature of interpersonal relationships within the family con¬
stellation itself. Sponsors are usually understanding persons with
more than the usual ability to tolerate and cope with the kind of be¬
havior presented by the patient going into their care. They hold an
inportant and special relationship with the professional treatment team
of the hospital.
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The family care social worker visits the foster home periodically
throughout the patient's trial visit to assess and evaluate his progress
while in placement, using the sponsor's account of the patient's be¬
havior and daily activities* The social worker becomes an important
source of support to both the sponsor and the patient and aids in the
establishing of a meaningful helping relationshipj a relationship
which is of utaost ioqportance in the patient's rehabilitation*
The hospital administration has invested a great deal in the
Pre-Community Residence Unit in terms of staff, financial expenditures
and provision of physical resources and facilities* It is, therefore,
of significance to ascertain if these patients are in fact receiving
additional benefits from the preparation that they receive* Of major
importance, however, are the Implications involved for future program
development and the improvement of existing services. In that this is
a special treatment program of Social Work Service, instituted and
predicated on the assunption that such a program does have positive
affect upon the outcome of family care, it would have an interest in
assessing and evaluating the effects of the program, to determine if
its goals are in actuality being implemented and discovering ways and
means to increase its efficiency.
Purposes of the Study
An ideal situation would provide the intensive preparation
received by the Pre-Community Residence Unit patients to all patients
who are leaving the hospital for family care homes. However, very real
limitations prevent this. Consequently, although many of the patients
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have behavioral problems that need to be resolved before placement,
only a selected number who have manifested severe problems that would
impair their ability to adjust in the foster home are selected as
candidates for the Pre>^ommunity Residence Unit.
Two groups of patients are placed into family care from the
hospital: The Pre-Community Residence Unit group that receives all
of the benefits of preparation offered in Ward 7-E, and the second
group is conposed of patients who are placed directly from the various
wards of the hospital and do not receive the structured living ex¬
perience offered in the Unit that is specifically geared toward
placement.
The ward placement group is not con^letely without social work
preparation since they are referred to a social worker for post-hospi¬
tal planning and they are supervised by a social worker throughout
placement. On the initial referral to the social worker for foster
home work-up, the ward patient is seen periodically in individual con¬
tacts to evaluate his readiness for placement and for work with him
toward a resolution of problems that may have an affect upon his ad¬
justment in the home. When it is felt that the patient has reached a
point wherein placement is feasible, he is presented to the Community
Residence Board. This board is composed of the supervisor of the Com-
fflunity. Residence Program, the family care social workers and two other
members of the Social Work Service staff. Here the patient and his
particular situation is discussed in terms of what his needs are and
which home and sponsor is best suited to meet them. The patient is
presented with several possible homes^ he visits thesis meets tbe sponsor
and he is involved in the final selection of a home*
Once discharged into the foster home, the experiences of the ward
placement group and the Pre-Community Residence Unit group are essen¬
tially the same with exceptions, of course, being in the experiences
provided by each different home and sponsor.
The purpose of this study is to assess and describe the ef¬
fectiveness of the Pre-Community Residence Unit by determining if
there is any significant and meaningful difference in the post-hospi¬
tal adjustment of those patients placed into foster homes after having
been specifically prepared for placement during their residency in the
unit and those who are placed directly from the various wards without
benefit of this kind of intensive preparation.
It is this writer's hypothesis that those patients who are
placed into family care from the Pre-Community Residence Unit do make
a more favorable adjustment in foster homes than do those who are placed
directly from the regular wards.
Method of Procedures
The objectives of this study were achieved in four major steps.
The first was the selection of a sample which comprised twenty-five
patients who had left the hospital for family care from the Pre-
Community Residence Unit and twenty-five patients who had left for
family care from the regular wards. The second was the setting up of
a schedule irtiich included certain background information that was in¬
tended to act as controls, to ensure the comparability of the two groups
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being studied* The third was the establishing of a rating scale of
social adjustment, including also a retrospective rating scale to be
used by each family care worker for ranking patients in his caseload
on their pre-referral readiness and pre-placement readiness. The final
step was the tabulation, analysis and subjection of the data to the
appropriate statistical tests to determine the outcome of patient ad¬
justment in placement after one year and to determine if there was
any significant difference in the adjustment of the two groups being
studied*
A list was obtained which consisted of all patients who had been
placed from the Pre-Community Residence Unit between the period of
July, i960 to October, 1962* From this list, twenty-five patients
were selected who had been placed from the Unit between January, I96I
and August, 1962* This number was arbitrarily selected with the only
objective being to obtain twenty-five patients who had been out of
the hospital for a period of one year, one year having been established
as an adequate length of time to measure and assess adjustment*
Patients who are assigned to the Pre-Community Residence Unit
have the following characteristics in common: (1) they are unable to
return to their own homes for a variety of reasons; (2) their symptoms
appear to be in remission; (3) the majority are diagnosed as schizo¬
phrenic; (h) they are privileged patients, i* e*, they are free to move
about the hospital with only a minimal amount of supervision; (5) they
manage their own funds and (6) they are on self medication*
A second list was obtained consisting of patients who had been
placed into foster homes from the various wards of the hospital*
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From this list tTirent7-five were selected at random, using a table
of random numbers, for use as the control group. This group of
twenty-five was selected from patients who were placed into foster
homes during the same time period of January, I96I and August, I962,
These patients, as do the Unit patients, share common characteristics
as to their inability to return to their own homes, the majority are
diagnosed as schizophrenics whose symptoms are in remission, and
they are privileged patients managing their own funds and
medication.
The subjects for the study were not matched on the various
variables enumerated below since the size of the total universe
available did not lend itself to this kind of sampling procedure.
Had the subjects been matched to ensure comparability the resulting
san5)le size would have been so limited in number that any generali¬
zations drawn from the results could not have been considered reliable
for this reason alone.
To ensure against the possibility that the control group and
the e^erimental group were not cos^arable in ways that would af¬
fect the results of the study both groups were compared on certain
descriptive variables: (1) age, (2) total prior hospitalization,
(3) length of most recent hospitalization, (1|) number of years formal
education, (5) marital status, (6) occupation, (7) physical disability,
(8) prior foster home e^erience, (9) diagnosis and (10) history of
alcoholism.
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In equating patients it seemed necessary to avoid comparing
chronic patients irith acute patients and for this reason diagnosis
and length of hospitalization was selected for study* Similarly,
educational and occupational data were used as an index of socio-
cTiltural status. Physical disability was considered only if it was
so incapacitating in nature as to severely hinder the patient's
ability to function. It was assumed that the placement group en¬
joying greater e3q>erience in foster home placement would have a com¬
petitive advantage over that patient who had no prior foster home ex¬
perience* Marital status and therefore the patient's prior experience
within a family situation may have had an affect upon his ability to
adjust in a similar family situation* Finally alcoholism was selected
for study since the alcoholic patient would present quite a different
behavioral pattern associated with his condition that mi^t have affected
his adjustment within a structured situation wherein one of his basic
needs was being denied.
Had there been an absence of any significant difference between
the control and the experimental groups with regard to these above
enumerated variables, it was to be assumed that for the purposes of
this study they were comparable.
The second phase of the study was the establishing of a measxire-
ment of effectiveness of patient adjustment and arriving at criteria
that could be used to define good or "effective" post-hospital adjust¬
ment* Effectiveness was defined by using the following criteria*
1. The number of days spent in the foster home during
the first year following release from the hospital*
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2, The nuiiber of different foster homes lived in
during the first year following release from the
hospital*
Using the number of days the patient spends in the community is in
keeping with the way hospitals assess the effectiveness of ad^just-
ment in the community^ i* e*f once the patient is out of the hospital
is he able to stay out? The number of foster homes that each patient
resided in during the first year following discharge from the hospital
was used as another coii9>onent of effectiveness on the assuiqption that
a successful placement was one in idiich the patient accommodated to
the reality of family care living with a minimum of transfers from one
home to another* If the length of time spent in the community is to
be an indicator of adjustment then it also becomes important to know
that the patient is not being maintained in the community by virtue of
the fact that he is able to make frequent inter-home transfers*
In addition to the above.criteria the effectiveness of social
adjustment was measured qualitatively as ©f one year following release
from the hospital to the foster home* Each patient received a rating
that was based upon a four point scale of social adjustment by his
family care social worker in the following adjustment areas: (1) Oc¬
cupational, (2) Foster Home, (3) Interpersonal Relationships, and
ik) Community. The scale use was the ’'Report of Social Adjustment,"
a rating scale developed for use in the Veterans Administration Psychia¬
tric Evaluation Project*^^
l^Seymour Slovik, A Rating Scale For Social Adjustment (unpublished
material developed • for use in the Veterans Administration Psychiatric
Evaluation Project), Montrose, New York
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Social adjustment was defined broadly in terms of the degree to which
the patient was meeting social requirements in terms of his varied role as¬
signments* How raters perceive adjustment phenomena can be expected to vary
between individual raters because of subjective biases* To reduce this
variance all raters (foster home social workers) were provided with a frame¬
work that delimited the areas to be rated and particularized the elements
comprising each area* This was based on the theory that final Judgments
that were based on a consideration of the same elements would show less
variance than would final Judgnents that were based on elements that re-
12
fleeted the individual inclination and value system of each rater*
The Report of Social Adjustment was intended as a qualitative
measurement of the patient's post-hospital adjustment* The family care
social worker rated each patient in the various areas on the basis of
his professional knowledge of the patient's behavioral patterns and his
resulting assessment of his social functioning*
In rating the patient's occupational adjustment the social worker
considered the following areas« the nature of the work assignment,
hours of work, patterns of attendance, interpersonal relationships at
work. Job shifts and the patient's attitude toward the work he was
involved in* All patients were rated on occupational adjustment if they
were or were not presently en^loyed, since non-employment itself im¬
plied something about his ability to attain a satisfactory level of
occupational adjustment as well as of his employability*
Ratings on foster home adjustment focused upon the patient's
interpersonal relationships within the foster home and was Inclusive
12
See Appendix B, p* 6o
20
of the following areas t relationships with other patients in the
home, relationship with the home sponsor and also included the
degree to which he had been able to integrate himself within the
foster home in terms of fulfilling role eaqpectations, social partici¬
pation, self-care and self-responsibility.
Interpersonal relationships included all relationships out¬
side of the foster home and the patient's work environment* Patients
were rated on the nature of their interpersonal activity, i. e.,
friendship ties, activities and interests, ability to sustain re]a tion-
ships, the continuity of relationships and his attitude toward inter¬
personal activity.
Community adjustment was based upon a consideration of several
areas such as membership in community organizations and the nature
of this membership, vdiether it was active or passive, his use of pub¬
lic facilities, the quality of his community participation — coopera¬
tion and participation in community efforts or violations of community
standards of acceptable behavior and finally the patients attitude
toward the community and how he saw himself in relation to it.
In addition to the overall rating of social adjustment, each
social worker was asked to make a retrospective rating as to the
patient's readiness for placement upon the Initial referral to the
Unit or social worker and his subsequent level of readiness upon his
release from the hospital into the foster home.. These ratings were
based upon the Individual judgements of social workers who were familiar
with each individual case.
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To obtain the needed background information, each patient's
Clinical folder was obtained and reviewed in that they provided the
most complete information into the patient's past history of previous
hospitalizations* In the event that the Clinical folder did not pro¬
vide sufficient information, the patient's Social Work Service folder
was referred to* In four instances it was found that patient's records
were at various VA Regional Offices throughout the country* In that
time limitations did not permit the securing of these records they
were dropped from the sanple and four replacements were selected at
random from the remaining universe* The foster home social worker
con^leted the part of the schedule that required judgements regard¬
ing patient's pre-release readiness for foster home living and post¬
release assessment of social adjustment*
After all schedules had been completed and returned, the results
were recorded and tab\ilated for analysis and interpretation* Numeri¬
cal values were assigned for each variable to each of the twenty-five
sugjects in each group* Both groups were treated statistically to
determine how each group con5)ared with the other in terms of pre¬
release characteristics and post-release results* Tests of signifi¬
cance were applied to all variables, "T" tests were used for con¬
tinuous variables^^ and for non-continuous variables a "Z" test was
used*^
^^Allen L* Edwards, Ejqperimental Design in Psychological Re¬




This study was designed to enable generalizations about the
demonstrated usefulness of one Pre-Community Residence Unit to
Montrose VA Hospital, It does not propose to evaluate the effective¬
ness of all such programs. It is concerned only with this hospital^
at one point in time, presenting a description and assessment of the
program as it exists here and the patient benefits derived from it.
Limiting factors are the representativeness of the sample,
which under ideal circumstances would be larger in number and in¬
clusive of other hospitals with similar programs, the time period
of one year for study which may not be a maximally adequate length




The philosophy underlying the Veterans Administration program
of benefits and services to the American veteran stems from the
parly recognition that the government does have a responsibility to
provide adequate condensation to the veterans of its Armed Services,
and for the loss of earning power as a result of injury during service.
Prior to 192k compensation was reserved only for those who had been
injured while in active military service. During this year, however.
Congress enacted legislation which expanded benefits to include not
only the service connected veteran but the non-service connected
veteran as well when he was unable to pay for private services, the
former being given priority,^^
Medical care for the veteran had its origin over one hundred
and fifty years ago. Even before this time, during the period of
colonization there were specific provisions for maimed veterans. In
1736 the colony of Plymouth, following the example of the Mother
Country, enacted legislation for the care of the disabled veteran and
this was a practice that was in general acceptance throughout the colonies
^^Milton Greenblatt and Robert.W. Hyde, From Custodial to Therapeutic
Patient Care in Mental Hospitals (New York: The Russel Sage Foundation^
1959), PP. 219-2^0.
l^Veterans Benefits and Services, Social Work Yearbook. National
Association of Social Workers, i960, pp. 521-529.
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The first domiciliary and medical facilities for veterans were
provided by the Federal Government in l8ll with the establishment of
the United States Naval Home in Philadelphia* In l86l the Sanitary
Commission, a governmental agency, was organized to study the medical
and hospital problems of the Union Armies* The results of the study
led to the provision of temporary hospital and domiciliary care in
various parts of the country for veterans until they were physically
able to retvirn to their own homes* The National Home for Disabled
Volunteer Soldiers was established following the Civil War and cared
for veterans of the Mexican War, Civil War> Indian Wars, Spanish Ameri¬
can War and World War I.^^
Congress established the United States Veterans Bureau in 1921.
The Bureau was in part the result of the Secretary of Treasure's ap¬
pointment of four of the nation's outstanding physicians to advise him
on matters regarding medical programs* The Veterans Bureau combined
several agencies and placed the responsibility for inpatient, outpatient
medical care, vocational training, and adjudication of claims under one
director* The Bureau continued to administer veterans benefits until
1930 when the Veterans Administration was established as a new agency
of the Federal Government*^®
The tremendous increase in the number of the nation's veterans
as a result of the Korean Conflict and World War II has made the
17'Medical Care of the Veteran in the United States, pp* v, vi,
n fi
•‘■“Greenblatt, op, clt., pp. 2li9-250*
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Veterans Administration a vital agency in the lives of the more than
twenty-two million veterans in the country. They and their families
make up more than 1^6 per cent of the total population,^ This coupled
with Uie large number of new benefits enacted by Congress brou^t the
need for a huge and rapid expansion of VA facilities.
Today the VA operates over 170 hospitals and is the largest
hospital system in the country. The types of hospitals operated are:
(1) Tuberculosis, (2) Domiciliaries, (3) General Medical Service, and
(U) Neuropsychiatric,
The Franklin Delano Roosevelt Veterans Administration installation
at Montrose, New York is a 1,959 bed neuropsychiatric hospital that was
opened in May, 1950, The hospital is located in Westchester County on
the east bank of the Hudson river, four miles south of PeekskiU and
forty miles north of New York City,
The hospital consists of sixty-two permanent structures and is
the last of the old architectural styles of VA construction. All hospi¬
tals after its construction were built on the Haun style, with smaller
xinits and lower buildings, requiring a larger number of staff in por-
portion to the patient population.
Although primarily a neuropsychiatrio hospital, the general
medical and surgical sections are fully staffed and equipped to offer
complete service. One building, with complete medical and clinical
facilities is allocated to NP-TB patients. Another offers treatment
^^The New York Times, July 31, I960, p, 33*
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services to only female patients and another serves an integrated patient
poptG.ation of both male and female* There are two rehabilitation build¬
ings provided for those patients who are approaching a return to the
community. There is also a Neurological Service*
Montrose VA serves also as a teaching facility in accordance with
the philosophy of the Veterans Administration* Under the direction of
the Dean's Committee of Cornell University Medical College there is a
residency program in psychiatry* Training programs are also offered in
clinical psychology, counseling psychology and social work* There are
also undergraduate programs for nurses, dieticians, and rehabilitation
students from affiliated hospitals and universities*
During the past ten years since its opening the hospital has
shown considerable change and growth in many areas* Emphasis is placed
upon the "General Hospital" concept or the creation of a hospital that
is equipped to deal with the whole range of medical problems* New
treatment techniques have been instituted which place a greater emphasis
on group therapies, milieu therapy and the therapeutic community*
Physical restraints have given way to chemotherapy which has led to
the development of the open hospital and greater patient freedom* More
than two-thirds of the patients are privileged or are free to move about
the hospital with a minimal amount of supervision*^^
In January, 196k the hospital underwent reorganization for the
Unit System* This system reorganizes the patient's e:q)erience within
20^Tenth Anniversary* Veterans Administration Hospital, Montrose,
New York, A Decade of Progress, 1950-1960, pp* 7-8*
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the hospital so that he is retained ih the same treatment building
with the same doctor, nurses, social worker, psychologist and thera¬
pists throughout his entire hospitalization from admission to discharge.
Should it be necessary to readmit the patient after he has been dis¬
charged then he is readmitted to the same building from which he was
initially released. Essentially the Unit System reorganized and
changed the hospital from one large treatment facility into five smaller
hospitals idiich will function as self-contained treatment units.
Previously the patient progressed from one group to another tintil
he reached the ultimate goal of discharge. In this system the patient
was often transferred from building to building and the so called "prob¬
lem patient" received even more than the usual number of transfers,
giving the staff physician temporary relief from his presence. Con¬
sequently, neither the patient nor the treatment team were given the
opportunity to establish a meaningful relationship. The Unit System,
on the other hand, requires that each patient is directly upon admission
assigned to a Unit consisting of approximately 150 patients who are a
cross-section of behavioral and psychiatric conditions, from the mildly
to severely disturbed. Here he remains until discharge with only a
minimal amoxmt of changes in the professional staff.
Montrose VA is now divided into five units, three psychiatric
units, consisting of three buildings each, the general medical unit,
and the Rehabilitation Unit, a special unit, composed of two buildings
that house patients who need special psychiatric treatment or special
vocational help in preparing to return to the community ~ the
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Prep-Member Program, i* e,, the system wherein the improved patient is
involved in gainful hospital employment, and Ward 7-E>the Pre-Community
Residence Unit. Each unit has a chief who has as an advisory staff the
unit supervisor from all other services involved in the treatment of
patients. Each treatment team within the various buildings of the units
is composed of the ward physician,the social worker, two nurses, psy¬
chologist and PMR therapist.
The philosophy of the Unit System is to provide for the improve¬
ment of patient care through a more intensive treatment program. The
development of smaller self-contained treatment groups will possibly
reduce the inherent desocializing factors of hospitalization in large
psychiatric structures, and will lead to the maintenance of a more
intimate permanent approach to patients so that they may be reintroduced
21
to interpersonal associations.
Hopefully the Unit System will result in a more positive therapy
program in that it facilitates team communications, leads to an earlier
determination of those patients who are amenable to treatment and final¬
ly lead to an increase in the discharge rate. The new system has not
been in operation a sufficient length of time to determine if these new
goals are being met or approximated. However, it has been the experi¬
ence of other hospitals operating under the system to be one that does
result in more effective treatment programs and increased patient
benefits.
^^FDR Memo, Grand Staff, January 7, 196U.
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Social Work Service
Social Work Service is a service functioning within a psychiatric
host setting. The department has been an integral part of the hospital
since its institution in 1950. The staff has grown from two in the early
years to a present number of sixteen full-time social workers, two part-
time workers and the director of the department. In addition to the
regular staff the department has in the past provided in-service train¬
ing for graduate students in social work who are in their first or
second year.
At present each building within the psychiatric units has social
work coverage and it is anticipated that in the near future coverage
will be provided for the general medical unit. Theoretically each
social worker assigned to a building has the responsibility of providing
social work services to all patients located there, which numbers ap¬
proximately one hundred and fifty. In order to provide thorou^ and
realistic services this number must be limited and the worker de¬
termines which patients are able to make use of his services. Each
caseworker has a "core caseload" of 15-20 patients with whom he works
more intensively and sees in regular therapeutic sessions.
The primary services offered by the department are: (1) referral
to other community health and welfare agencies, (2) reception services,
(3) diagnostic services, (k) treatment services and (5) direct out¬
patient services. The department also offers several special services.
The vast majority of patients who come to the hospital are resi¬
dents of the New York City and metropolitan area; it was because of this
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that the "liaison" program was started. The New York VA Regional
Office sends one of its social workers to Montrose periodically to
meet with patients who are anticipating discharge and are planning to
return to the New; York area. Problem areas are discussed and available
resources with the patient and staff in terms of what can be anticipated
for the patient after discharge.
Recently the Member Employee Program was started which is a treat¬
ment program that was developed with the VA with the intention of help¬
ing veterans make the transition from hospital to community by giving
them full employment within the hospital for which they receive
salaries. The patients involved in the program are engaged in meaning¬
ful planning for their future lives with particular ei^hasis upon oc¬
cupational adjustment,
A special group of patients presented a new problem>and these were
those who had improved sufficiently enough for discharge planning but
who had no homes or relatives to which they could return. For these
patients the Community Residence program was enacted. Patients con¬
tinued their rehabilitation in foster homes that are carefully selected
to meet each patient's Individual needs, A recent development within
the Community Residence Program is the Pre-Community Residence Unit, a
twelve bed ward wherein a selected number of patients are provided with
a practical experience for life in the foster home.
The Companion Therapy Program is still another of the special
services offered by the department. This is a part of the VA Volunteerv
Service irtiich provides for those patients who are able to make use of
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such 9 service. The volunteer visits with the patient regularly with
the goal of establishing a warm and meaningful relationship with him,
for many patients this is more easily accon^jlished with a non-professional
person, and helps biTa to accustom himself to normal social relationships
again.
The hospital social service became a training center for graduate
students in social work. It has been affiliated with the University
of Pennsylvania, Adelphia University, Atlanta University and more recently
Hxmter College School of Social Work. The setting is one that encourages
the acquisition of new knowledge and the refinement of social work skills
in that it provides for the field work student the opportunity to ob¬
serve theoretical knowledge about pathological behavior in dynamic ap¬
plication, it offers the opportunity to utilize fully the treatment
team approach and the contributions of other disciplines, therein en¬




Fifty cases, comprised of all male neuropsychiatric patients,
were used for this study* These were patients who had been placed
into family care homes between the time period January, I96I and
August, 1962* Twenty-five patients, the experimental group, had re¬
ceived special social work preparation in the Pre-Community Residence
Unit and twenty-five had been placed directly from the regular wards
with no such preparation* The purpose of this study was to ascertain
if this special preparation did result in a positive outcome as to
adjustment in the family care home*
The data for the study were obtained from three sources:
Identifying data through a review of the hospital Clinical folder
and/or Social Work Service folder* The data pertaining to patient
readiness for foster home placement and his adjustment in four areas
from ratings given by the family care social workers. After all
schedules were completed and returned, the data were recorded for
analysis, interpretation and treated statistically*
The comparison of the two groups on the twelve descriptive
variables revealed no significant difference with the exception of age













Means S.D. Means S.D. Test
Age (years) 6o.2 9.32 17.8 9.U8 1;.67'^
Total prior
hospitalization (Mos.) 35.28 5l.li0 2l;.28 1;6,00 .^,0
Length of Most Recent
hospitalization(Mos,) 161;,68 lli5.96 89.92 16.12 2.1;7*
No, years school
coupleted 9.36 2.61; 9.72 2.36 .la
Percentage never
married ,60 .1;9 .66 .1;7 .59
Percentage mlth no
major disability .92 .27 .96 .20 .60
Percentage of occu¬
pationally skilled
workers .20 .lo .08 .27 1.23
Percentage with no
previous foster home
eJtperience .26 .kS .12 .33 1.1;
Percentage with psychotic
diagnosis .96 .7k .92 .77 .13
Percentage with history
of alcoholic problem .16 .37 .36 . CO 1.66
“Readiness” rating on re¬
ferral to Social Worker 2,00 .08 2.52 .81 2.28
Readiness rating at
discharge 2.12 .86 2.36 .71; 1.05
Significant at ,01 level
*- Significant at .05 level
3U
There was no significant difference between the two groups on
comparability data with the exception of age and length of most recent
hospitalisation. Upon statistical analysis of the age variable, it was
found that the difference that existed between the two groups was at
the .01 level of statistical significance. The length of most recent
hospitalization was significant at the .05 level.
Neither group had been able to attain a high school level of
education. The largest number of patients had never been married, and
of those who were the marriage had either terminated in separation or
divorce which was usually a result of the chronlcity of the patient's
illness. A very small mjuiiber (3 for both groups) had physical dis¬
abilities which were incapacitating and limiting of their activities.
From the total sample there were ten patients (20%) who had
prior foster home experience. Of this number seven were in the ward .
placKuent group and three the Pre-Community Residence Group, Although
prior foster home experience had no appreciable affect on occupational
adjustment. Interpersonal relationships and community adjustment, it
was found to have had a positive affect upon the patient's adjustment
in the foster home. Of the ten patients who had been placed previously,
eight achieved a rating in foster home adjustment of 3, i« e,, fair
and none received a rating lower than 2, (marginal). Those patients
having prior foster home experience for the most part consisted of ward
placement patients and tended to be older patients.
The largest percentage of all patients had a diagnosis of func¬
tional psychosis, usually schizophrenia, while the smallest percentage
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was diagnosed as non-psychotic» Of the Pre-Connnniiity Residence Place¬
ment group nine patients (3^%) had a history of alcoholism, although
not so severe as to have related to any organic involvement, in com¬
parison to four 0-6%) of the ward placement group who had a similar
problem*
The alcoholic patient is usually placed in a rural foster home
setting, depending upon whether this is a current problem with him*
He does present a unique adjustment problem since if this is an active
problem the foster home would prohibit the fulfillment of one of his
basic needs and much of his behavior may be directed toward attaining
that which has been made inaccessible* This problem alone could have
some affect upon the nature of the adjustment that he is able to make
in the foster home*
It was noted during the data collection phase of the study that
the initial diagnosis given to a patient was seldom reviewed and changed*
A patient who had received a diagnosis at the time of his initial hos¬
pitalization usually retained that diagnosis throughout all subsequent
hospitalization, the only change being usually from "schizophrenic" to
"advanced schizophrenic*" It would probably, therefore, be of more
value for the person involved in treatment of the patient to atten^t
to understand him in terms of the dynamics of his behavorlal manifes¬
tations rather than from inferences based on the diagnostic category
to which the patient has been assigned*
Upon statistical analysis of the age variable, a difference
emerged between the two groups that was at the *01 level of statistical
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significance. There was a difference between the two groups on the
length of most recent hospitalization that was significant at the *0$
level, length of hospitalization being a logical consequence of age.
To deteradne if age did have an7 relationship to post-hospital outcome
in family care, the data were used to coi^ute a correlation coefficient
between age and the number of days spent in the foster home. A corre¬
lation of .08 was obtained for the ward placement group between these
two factors and for the Pre-Community Residence placement group
r Z .03, or there was no correlation between the two factors in either
group. Therefore, even if the two groups had been equalized on the age
variable the outcome of placement would probably not reflect differences
other than the ones already obtained.
TABLE 2
DISTRIBUTION BY AGE OF PARTICIPANTS IN





34-39 0 5 5
40-44 2 7 9
45-49 1 2 3
50-54 4 6 10
55-59 3 1 4
60-64 2 2 4
65-69 9 2 11
70-74 4 0 4
Total 25 25 50
There was an age range within the total group of 3U years to 73
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years* Within the Pre-Comaunity Residence Unit group the age ranged from
3h years to 69 years, and the range for ward placements was lil years
to 73 years. The greatest number of patients, representative of both
groups ranged in age from 50 years to years# The Pre-Comnninity
Residence Unit was placing a younger group of patients. This perhaps
attests to the fact that the Unit is utilizing family care placement
as a medium of rehabilitation for those patients considered prognostically
capable of a return to the comnunity and useful roles in it. The ward
placement group was made up of much older patients and this indicated
that placement was being used primarily as a means of custodial care
since advanced age alone would negate any realistic planning for re¬
turning these men to useful roles within the community. This may bear
some relationship to the findings as to the reason for referral for
foster home care. The largest number of patients were being referred
because there were no available relatives or the relatives were re¬
jecting of the patient, while a smaller nuaiber were being referred as
the result of a professional opinion that foster care placement would
be of benefit to the patient.
The family care social workers rated each patient retrospectively
as to their readiness for foster home placement upon the initial re¬
ferral to the social worker for foster home work up or referral to the
Pre-Community Residence Unit, depending upon the patient group, as well
as a rating of his readiness at the time he left the hospital for the
foster home. These ratings were based upon a four point scale.
When the patient was assigned to the family care social worker
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for placement^ his attitude and/or behavior was such that:
Level I - Placement seemed a remote liklihood.
Level II - Placement while possible^ would require
considerable advance casework help*
Level III - Placement but with some advance casework
preparation seemed feasible*
Level IV - Placement with a minimal casework prepara¬
tion seemed feasible*
At the time of the patient‘s departure from the hospital to
the family care home:
Level I - It did not appear likely that the patient
could be maintained in any one home for
more than a limited time*
Level II - The success of placement would require the
active support of the family care social
worker and a family care sponsor with more
than the usual ability to tolerate a patient's
erratic behavior*
Level III - The success of placement would require the
active support and intervention of the family
care social worker*
Level rv - It appeared that the patient would adjust
with minimal difficulty*
Statistical analysis revealed the Pre-Community Residence Unit
group to be at a higher level of readiness than the ward placement
group at the time of the initial referral, (t - 2*28) statistically
significant at the *0^ level* It should be noted, however, that
theoretically the Pre-Community Residence patients are those who have
demonstrated some behavioral difficulty and this was one of the con¬
siderations involved in selecting them for the Unit* The largest per¬
centage for both groups were at Level II upon the initial referral for
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foster home placement^ h^% of the ward group §ad of the Pre-
Community Residence group.
After the patient is referred for foster home placement specific
planning and evaluation is initiated. For the Pre-Community Residence
Unit patient this planning involved a rather intensive day to day pre¬
paration within the group situation that encompassed his entire day.
For the ward placement this meant fairly regular individual contacts
with the social worker and the focus would be on the resolution of
individual problems. The e:9q)eriences of the two groups would have
been quite different at the time discharge.
Statistical analysis revealed no significant difference between
the readiness levels of the two groups at the time of discharge from
the hospital to the foster home, although initially the Pre-Community
Residence Unit group was significantly more ready for foster home plan¬
ning. The largest number of patients remain between Levels I and II.
Upon the initial referral a total number of thirty-two paltents were
between these two levels, and at the time of discharge thirty-four were
between the same level. Neither group, therefore, had a very high pre¬
diction rating as to the outcome of family care even after they had
received preparation and no matter what that preparation was. (Table 3,p, Uo)
Both retrospective ratings of each patient were con5)ared, his
readiness upon assignment to the social worker and at the time of
discharge, to determine if there had been any change in his behavior
and the direction that change had taken.
TABLE 3
ASSESSMENT OF PATIENT READINESS FOR PLACEMENT
UPON THE INITIAL REFERRAL AND AT TIME OF DISCHARGE
Place-


























Ward 7 5 12 15 5 2 1 3
PCRU 2 3 11 11 9 10 3 1
Ul
TABLE U
COMPARISON OF TWO GROUPS IN TERMS OF THE DIRECTION OF
CHANGE IN READINESS AT TIME OF INITIAL









Ward 7 k lU
PCRU 5 9 11
Total 12 13 25
In the Pre-CoBnnunit7 Residence group five (20^) patient's readi¬
ness rating was up at discharge in comparison to seven (28^) of the
ward placement group. Of the total group only twelve (2k%) are making
positive use of the services offered them. In the Pre-Community Resi¬
dence group nine (3^%) of the patients' readiness went down in com¬
parison to four (16^) of the ward placement group. For the most part
patient readiness remained the same in spite of preparation received.
Of the total number of patients 50% remained at the same level of
functioning even after having been prepared for placement. This may
be indicative of the degree of change that can be anticipated with the
chronic schizophrenic patient. It is significant that the greatest
porportion of patients are at least maintained at the same level with¬
out regression.
In that these were retrospective ratings, highly subjective and
based upon recall, the fact that the social workers did have knowledge
h2
about the outcome of placement maj have had an influence^ of which he
was not aware, upon the rating that was given to a patient. Knowing
that a patient did not do well in placement might have predisposed
the worker toward assigning him a marginal or poor rating.
Hhen the two groups had been compared on the six criterion vari¬
ables designed to indicate in qualitative form the degree of success
in their post-hospital e:q>erience no significant difference emerged
between the two groups.
TABLE 5
COMPARISON OF TWO GROUPS IN TERMS OF POST-HOSPITAL EXPERIENCE
Variable Ward Group PCRU Group «T«‘ or
fi2«
TestMeans S. D. Means S. 0.
No. of days spent in
foster home during
year after hospital




discharge 1.28 .60 1.20 •^1 • 09
Rating of Occupational
Adjustment 1.28 .83 1.72 1.27 .59
Rating of Foster
Home Adjustment 2.72 .66 2.U8 .90 .93
Rating of Interpersonal
Adjustment 2.12 .91 2.2ii .81 .1;9
Rating of Community
Adjustment 1.88 .77 1.8J| .67 .26
Notest Ad;justment areas, occupational, foster home, interpersonal
and community represent a rating based upon a four point scale
ranging from 1 = poor to U = good.
The data revealed no significant difference in the post-hospital
experience of the two groups being studied* Both patient groups
achieved a marginal level of adjustment or below in all areas*
Occupational and conmninity adjustment were the areas in
which both patient groups received the lowest ratings* These were
areas that brought the patient into direct contact with the community
and may have been an indication of the lack of conmamity provisiois for
the mental patient such as sheltered workshops, leisure time activities,
etc* Occupational adjustment may well have been a reflection of the
age of the patients, in that a large portion of the sample would not
have been employable because of the age factor alone.
During the data collection phase of the study it was noted that
in many instances patients were retiimed to the hospital at the ex¬
piration of the 365 day time period, or with the termination of the
period of trial visit* There was a tendency to keep the patient in the
community until trial visit had eaqsired* Seemin^y this was an attempt
to give the patient who was making a rather tenuous adjustment in the
home the maximum length of time to establish himself* It, therefore,
may have been more revealing if the period of adjustment had been ex¬
tended beyond the one year period, to increase the reliability of as¬
sessment of his adjustment* Information was obtained as to the out¬
come of foster care past the one year period, or from August, 1962 to
the last entry that had been made in the patient’s record*
Although the information given in Table 6 could not be considered
conqpletely reliable because of the rather inconsistent time limits for
all patients, it varied from patient to patient, it did present an idea
if not precise of the ultimate outcome of family care.
TABLE 6
OUTCOME OF PLACEMENT PAST THE ONE





munity living 2 k 6
Discharged MHB to











care 8 9 17
Died in Placement 1 0 1
Total 25 25 50
Only a very small number of patients in either group vere dis¬
charged to independent community living. When dealing irith the chronic
schizophrenic patient, as were represented in this sample, then it
could probably be assumed that the overall prognosis would be poor for
complete recovery and a return to effective functioning, probably be¬
cause these are patients whose histories indicate that they have only
been able to attain a marginal level of adjustment throughout their
lives. It would seem thaftaaximum hospital benefit" in these cases
would be defined as that which would enable these patients to attain
a m-iniicai amount of adjustment, and enable them to achieve successful
functioning in a protected social situation.
The largest number of patients in both g;roups, a total of thirty-
two, were discharged to the foster home or continued in foster care.
This again attests to the fact that although they were not reaching a
level of return to independent functioning within the community, they
were able to function outside of the hospital in the structured en¬
vironment of the foster home. Only a very small number of the patients
were returned to the hospital for psychiatric reasons. This does af¬
firm the usefuUness of the foster home as a resource to the patient
who has reached the level wherein he can function outside of the hospi¬
tal but was not equipped to manage himself in a complex society as ftaw
the “normal" population.
CHAPTER lY
DISCUSSION OF THE FINDINGS
This study was designed to measure the first year of post¬
hospital adjustment of patients who were prepared for family care
placement in different ways. The subjects were compared bn all vari¬
ables that may have had a bearing on the issue of post-hospital ad¬
justment, The results of the study fail to support the hypothesis
that the Pre-Community Residence Unit better prepares the patient
for foster home living since both groups achieved essentially the
same level of adjustment in the areas studied.
Several studies have concerned themselves with factors that in¬
fluence the outcome of family care placement, Ullmann studied 191 family
care placements and found that the number of previous NP admissions to
hospitals was significantly related to the outcome of placement. It
was found that long hospitalization (seven years plus) increased hospi¬
tal adjustment. This kind of patient was usually characterized as being
quiet and obedient, never bringing himself to the attention of the staff
and therefore remained in the hospital for an extended length of time.
Long hospitalization also meant subsequent deterioration irtiich made it
easier for the patient to adjust in a protected and limited social
situation. This is essentially the kind of environment provided by the
foster home. On the other hand, it was found that patients who might
hi
be thou^t of as normal because they were more responsive to the en¬
vironment^ who conformed except in stressful situations^ had a relatively
short history of previous hospitalization and did not do well in foster
care*^2
Another study found a relationship between the length of hospi¬
talization and the length of time spent in the foster home. When more
than two years elapsed before placement^ fewer discharges resulted and
many more patients remained in foster care,^^ This is essentially
what this study found# The greatest number of patients were being dis¬
charged to the foster home or had been continued in the foster home under
the supervision of the hospital.
An attempt was made to classify patients as to the outcome of foster
homes. One group was defined as "sitters” and these were the patients
who adjusted to the home but did not progress beyond this protected
situation# Again this type of patient was associated with long hospi-
2I1
talization,^ The majority of the patients who made up this study could
possibly be classified in this group of "sitters#" It has also been
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L, P. Ullmann, et al., "Psychological Reports Related to Behavior
and Benefit of Home Care Placement," Journal of Clinical Psychology, Hi
(March, 1958), pp# 25U-9. . .
23l# P# Ullmann, Virginia Berkman, "Judgements of Outcome of Home
Care Placements from Psychological Material," Journal of Clinical
Psychology, l5 (September, 1959), PP* 28-31#.
P# Ullmann and Virginia Berkman, "Types of Outcome in Family
Care Placement of Mental Patients," Social Work, It (April, 1959),
pp, 72-78#
brought out that the type of ward from which the patient was placed
has much to do with the outcome of family placement* whether it be a
good or poor prognosis ward* In that alt of the ward patients who made
up this sample were privileged patients it can be assumed that they were
discharged from good.prognosis wards*
A very basic consideration Involved in fudging the outcome of
family placement is the nature of the foster home and the personality
characteristics of the foster home sponsor* While in a foster home the
relationship which develops is that of parent-child between the sponsor
and the patient* "In essence the patient is confronted with the anxiety
provoking problem of negotiating parental and sibling substitutes in the
„25
form of foster home parents and other members of the foster family*"
Placement often reactivates the previous and distorted ways of respond¬
ing and the degree to which the sponsor and social worker are equipped
to handle this will affect the outcome of adjustment in the home*
Giovanni and UUmann found that the presence or absence of a male
was important in that patient's adjustment in the home^ in that the
presence of a male had the affect of clearly defining the roles of all
concemed*^^Another study concerned with factors influencing outcome
2^
-^Robert Redding, "Importance of Early Family Experience in Place¬
ment of Psychotic Patients," Social Work, 8 (April, 1963), p* 73#
‘^^Jeanne U* Giovannoni, Leonard P* Ullmann, "Characteristics of
Family Care Homes," The International Journal of Social Psychiatry*
VII (November, 1961), p* 303*
in family care found that the interests shoim the patient by the
sponsor and the opportunities for work and recreation in the home had
27
a positive effect upon adjustment* '
This paper has not attempted to deal with the complex relation¬
ship existent between the foster home sponsor and the patient, but
clearly this is a relationship of extreme importance as to the sub¬
sequent progress and adjustment of the patient in the foster home.
Neither did this study factor out variables that were believed would
have an affect upon the outcome of family care. The attempt was made
to ascertain if the environment of the Pre-Conmunity Residence Unit
was conducive to favorable outcome in family care, although the com¬
ponents of this environment were not factored out for study. Yet any
concern with ultimate outcome should leave room for a consideration of
possible determinants of outcome*
Perhaps most significant is that all patients, irrespective of
the method of preparation for placement, are sufficiently prepared for
functioning outside of the hospital in a limited social situation, and
they are maintained at the level needed to enable them to continue
functioning outside of the hospital and to enjoy substitute family
living.
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CHAPTER V
SUMMARY AND CONCLUSIONS
The transition of the psychiatric patient from the hospital to
the community and the difficixlties that accompany separation from the
hospital comprise an important area of social work practice. Programs
have been developed to facilitate an oderly transition from hospital to
community. One such development is the Pre-Community Residence Unit,
a recently established adjunct to the VA family care program.
The Community Residence program was formally established in the
VA and in 195l> and since that time the number of such placements has
grown from 185 in the first year to over 5>000 in 1962, Pre-Community
Residence Units were added to provide patients with a specific period
of preparation for foster home living and a means for resolving prob¬
lems that promised to Interfere with the patient's projected beginning
in the community. The Pre-Community Residence Ifoit at Montrose, VA,
with which this study was concerned was established in 1959* Since
that time patients leaving the hospital on family care status have
gone out in one of two ways. Some have followed the traditional route:
referral to the social worker while they are on the regular ward and
discharged from the hospital directly from the ward. Some, on the other
hand, are referred to the Pre-Community Residence Unit for a period of
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planned living under conditions that approximate living conditions in
a family care home.
The purpose of this study was to assess and describe the effective¬
ness of the Pre-Community Residence Unit at Uontrose VA Hospital by com¬
paring the post-hospital adjustment of these two groups of patients
leaving the hospital under different conditions.
Fifty patients who left the hospital for foster homes during the
period between January, I96I and August, I962 were studied. This group
comprised twenty-five patients who left the hospital from the regular
ward situation and twenty-five who left from the Pre-Community Residence
Unit. Descriptive data such as age, length of hospitalisation, diagnosis,
prior foster home experience, marital status, occupation, educational
background, physical disorder and history of alcoholism were collected
to enable a comparison of the two groups and to ensure that basic dif¬
ferences did not exist between the two groups that would affect the
results of the study,
"Effectiveness" of post-hospital adjustment was defined in terms
of: (1) the number of days spent in the community during the 365 days
following discharge from the hospital, and (2) the number of different
foster homes lived in during the 365 days following discharge from the
hospital. In addition all patients were rated by their family care
social workers on a four point scale of social adjustment for the quality
of their post-hospital adjustment in the areas of occupational, foster
home, interpersonal relationships, and community. All patients received
also a retrospective rating by the social worker who worked with them
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prior to hospital releases on a scale evaluating their behavioral readi¬
ness for foster home placement at the time of the assignment to the
family care social worker and at the time of discharge from the hospi¬
tal into the foster home*
The data for the study were collected from the hospital Clinical
folder and/or Social Work Service folder and directly from the family
care social worker* After all schedules had been completed and returned
the data were tabulated for analysis^ Interpretation and all variables
were treated statistically*
Statistical analysis revealed an age difference between the two
groups that was significant at the *01 level and in length of hospi¬
talization variable that was significant at the *05 level* In view of
the possibility that the age difference might have had accounted for
the failure of a significant difference to emerge between the two groups
in the criterion variables a correlation analysis was done to test the
relationship between age and the number of days spent in the foster home*
The correlation coefficient indicated that age had no affect upon the
number of days spent in the hospital*
The results of this study failed to support the hj^pothesls that
the Pre-Community Residence Unit better prepares the patient for family
care living* Both groups of patients without regard to the way in which
they were prepared for placement were unable to attain an adjustment
that exceeded the marginal level in any of the four adjustment areas
studied*
Both patient groups received poor ratings in occupational and
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communitj adjustment. In that these are two areas that bring the patient
into direct interaction with the community it may perhaps be seen as an
indicator of the availability of community resoxirces and facilities for
the discharged mental patient. For the most part these patients were
not being reassimilated into the community.
Similarly, both groups of patients received the highest rating
in foster home adjustment and interpersonal relationships. While neither
of the two are being reintegrated within the community they do reach a
level of adequate functioning that allows them to remain outside of the
hospital within the structured and limited social situation of the foster
home.
All patients are remaining in the foster home for the completion of
trial visit period. There was a tendency to keep the patient outside of
the ho^ital for the duration of the TV period. Apparently this was an
atteB^)t to give the patient who was making a precarious adjustment the
optimum length of time to adjust to the new situation of a foster home.
Even of this group of patients the return rate to the hospital for psy¬
chiatric reasons was small in terms of the total number of patients
participating in the study. Very few patients ever reached the level
of social adjustment wherein they were able to return to independent
functioning in the community. The largest number of patients were dis¬
charged to remain in the foster home or were continued in the foster home
to be supervised by the hospital past the one year period of trial visit.
In considering this outcome of family care past the one year period
reference should be made to the age of the patient and the chroniclty of
his illness* By and large the sample was comprised of older patients,
the largest number for both groups was within the age range of
years* In addition to the age factor the sample comprised patients
who had extended periods of prior hospitalizations* In any situation
wherein the patient has been maintained in the hospital for several
years it can be anticipated that "institutionalization" would be an
almost inevitable occurrence* It would seem that these are individuals
idio have had difficulty ad;)usting throu^out their lives, and this is
brought out somewhat by the data pertaining to marital status* Most of
the patients had never been married and of those who were, the marriage
had either been terminated by separation or divorce — a result of the
chronicity of the patient*s illness* Previous studies have found that
these two factors, age and prior hospitalization, tend to render patients
who have these characteristics more prognostically amenable for family
care*
Several factors should be given consideration when assessing the
outcome of family care such as the two mentioned above as well as the
nature of the foster home, the personality of the family care sponsor,
and the type of relationship that develops between the sponsor and
patient* This study did not, however, attempt to factor out and deal
with individual factors affecting the outcome of family care* It was
concerned with the effectiveness of the Pre-Community Residence Unit as
a method of preparing patients for foster home living* It was concerned
with whether the Pre-Community Residence Unit did better prepare patients
for life in the foster home through the use of an intensive and constructive
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learning experience* The results of the study failed to support the
contention that patients "who were placed into foster homes from the
Pre-Conmunity Residence Unit do make a better adjustment after place¬
ment into the foster home than do the patients who are placed directly










Length of most recent hospitalization (months)
Total length of prior NP Hospitalizations (months)
Diagnosis













Number of years formal schooling completed.
_____________________
Other serious physical condition of infirmity. Yes
_____ No ______
Reason for referral for foster home placement (to be categorized)
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Setting of foster home, virban _____ rural ■ suburban
Setting of previous home, urban _____ Rural ______ suburban ■
Post-Hospitalization Ad.iustment
Number of days spent in foster homes during the 365 days following
release from hospital •
Number of separate foster homes lived in during the 36$ days following
release from hospital •
SOCIAL WORKER’S RATING
I* Upon Assignment to Family Care Social Worker for Placement
When patient was assigned to Family Care Social Worker as a
candidate for foster home placement his attitude and/or be¬




Placement seemed a remote likelihood
Placement, while possible, would require
considerable advance casework help.
Placement but with some advance casework
preparation seemed feasible.






II. At the Time of Patient’s Departure from Hospital to Family Care
Home.
Upon leaving hospital to foster home the patient’s attitude
and/or behavior was such that:
1. It did not appear likely that the patient coxild be maintained
in any one home for more than a limited time.
1
2. The success of placement would require both the active
support of the family care social worker and a
family care sponsor with more than the usual ability
to tolerate a patient’s erratic behavior.
2
3. The success of placement would require the active
support and intervention of the family care social
worker.
1^. It appeared that the patient would adjust to his
placement with mim'wigl difficulty.
TT
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REPORT OF SOCIAL ADJUSTMENT
Instructions to foster home social workert
Rate the above named patient on each of the four adjustments
given below — (Occupational, Foster Home, Interpersonal and
Community) as of 365 days after hospital exit#
Please read carefully the accompanying detailed descriptions
outlining what it is to be Included in your considerations
before arriving at a rating# All ratings should be based
on the theoretical scheme provided here as a framework for
evaluating patient's position on an adjustment continuum#
Also note the definitions of the scale points that you are
being asked to use (Poor, Marginal, Fair, Good)# Place a
check mark in the appropriate place provided on the schedule#
All ratings should be made without consultation#
III# Social Worker's Rating of Social Adjustment
(565 days after hospital exit)
AREAS TO BE RATED RATING SCALE
Poor Marginal Fair Good
1# Occupational Adjustment
2# Foster Home Adjustment








REPORT OF SOCIAL ADJUSTMENT
Description of the Adjustment Areas to be Rated:
I Occupationatl Adjustment
A, Mature of the work assignment — Is he engaged in real
work? How was the job obtained? How do the standal;d8
that he is required to meet at work con5)are with the
standards applied to other persons with equivalent
status?
B* Hours of work ~ Full-time — part-time? How heavily
engaged is he?
C* Pattern of Attendance — Time lost from work. Has time
lost exceeded amount allowed for vacation^ sick leave^
etc.
D. Interpersonal Relationships at work — Are his relation¬
ships smooth or strained? Do work relationships consti¬
tute a problem? Extent?
E. Job shifts — None, some frequent? If there have been
shifts have they been in the direction of more or less
desirable jobs?
F. Attitude toward work he is doing ~ Satisfied -- dis-
satisfied? With all, some or not any aspect of his job
and work?
II Foster Home Adjustment
From among the following consider only those relationships
which occupy (or should occupy, by virtue of proximity) space
in the patient's daily eaqperience.
A* Relationship with other patients in the home — Harmonious,
discordant? Has he been able to establish meaningful friend¬
ship ties, does he function as an isolate? Has he been able
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to find acceptance from other patients? Has he ac¬
cepted them? Is he accepting of rights of others in
the home?
B, Relationship to foster home sponsor — Harmonious or
discordant? Does he satisfy all, some or none of the
ej^ected family requirements, i* e«, social participation,
conforming to home routine, self-care, participation in
household maintenance and activities* Is he satisfied
with the current status of his primary relationships
with the significant figures in the home*
III Inteirpersonal Relationships
A* Interpersonal Activity — Is he involved with people
socially? (exclude work and family relationships) How many
friends? (older, peers, younger, males, females) Are they
drawn from a particular group? Do they represent a range
of people? Are they his friends of people he sees in the
course of their contact with some taterv^ing party? How
active is he socially? (How often does he see his friends?)
On whose initiative are these contacts made and sustained?.
Does he work at making new contacts? What forms the basis
for current interpersonal contacts? (activities, interests)
Does he sustain contacts in the absence of an intervening
activity? Does he involve himself with people out of a
sense of obligation? Continunity of interpersonal con¬
tacts? (Does he keep friends, change friends, lose friends)*
B* Attitude about Interpersonal Activity — Is he comfortable
in social situations? (Prefer being alone? Does he re¬
quire that certain situational conditions be met before he
can involve himself socially? If so, how stringent are his
demands?) Does he value initimacy? Is he satisfied with
the quantity and quality of his social contacts?
17 Community Adjustment
Activity — How actively is he involved in the community?
1* Active membership in some eommunlty organization?
(i*e*, religious, social, political*)
2* Passive membership — (attends meetings, church, votes
in public elections)
3* Does he, on his own initiative make some use of
public or quasi-public resources in the conmunity?
Schools, libraries, centers, restaurants, etc*)
h* Does he, on his own initiative visit the center of
town, adjacent neighborhoods?
6* If accoa5)anied, does he make contact with community
resources, e3q)lore vicinities beyond the immediate
locus of home?
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B* Quality of ComiBunity Activity Are his relationships with
the community harmonious^ discordant^ neutral* (Violations
of the law? Disorderly, behavior? Cooperative participation
in community efforts?
• i
C* Attitude toward Community — Does he feel himself to be a
bona fide citizen; a person with rights and obligations?
Is he satisfied with the state of his current relatedness
to the community?
Rating Scale:
Rate each of the four areasi (1) Occupational Adjustment,
(2) Foster Home Adjustment, (3) Interpersonal Relationships and
(li) Community Adjustment* To rate use the U**point scale with scale
points coded to differentiate persons of a continuum as followsi
1* Poor Adjustment: To include patients whose behavior is clearly
discrepant with community requirements. On the basis of his
behavior in the area under investigation the patient requires
the kind of help or control not normally accorded to persons
who have equivalent status*
2* Marginal Adjustment» To include the patient whose functioning
is borderline* His behavior includes elements that satisfy
community standards* Evidence of social dysfunction, however,
is at an order that suggests that his status is imstable and
clearly dependent on the amount of stress or support the
patient will e:]q>erience in his day to day activities*
3* Fair Adjustment} To include the patient whose behavior in the
area under investigation is consonant with the minimal ex»
pectations of society* His personal investment:in his cur¬
rent role functions, while sufficient enough to maintain
hia membership in his group, is weak* His major energies go
into the business of holding the line and/or simulating a
productive orientation. Little is left over for self-
fulfillment and status improvement. Social requirements are
met at some personal expense*
li* Good Adjustment; To include the patient who is meeting
standards of expected behavior and whose activities reflect
some measure of appropriate concern with his own material and
emotional enhancement as well as with community requirements.
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